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Maternal moriality: helping 
women off the road to death 


One of the widest health disparities between rich and poor is in maternal mortality. 
There are, for example, more maternal deaths in India in the space of a week than 
there are in all of Europe in a whole year. The estimated half million such deaths tnat 
occur every year are all the more intolerable in that they are theoretically preventable 
with current technology. As part of its long-term programme in this field, with the 
support of the United Nations Fund for Population Activities, WHO convened an 
Interregional Meeting on the Prevention of Maternal Mortality in November 1985. The 
findings and conclusions of the 41 participants—health professionals, researchers 
and policy-makers from 26 countries and agencies—are already guiding the Or- 
ganization’s joint efforts with countries to help women otf the road to maternal deatn. 
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Every four hours, day in, day out, a jumbo 
jet crashes and all on board are killed. The 
250 passengers are all women, most in the 
prime of life, some still in their teens. 
They are all either pregnant or recently 
delivered of a baby. Most of them have 
growing children at home, and families 
that depend on them. sai 


This shocking scenario, presented by Dr 
Malcolm Potts at the WHO Interregional Meeting 
yn the Prevention of Maternal Mortality, high- 
ights both the enormity of the problem and the 
extent to which it has been overlooked. If the 
500 900 maternal deaths that are estimated to occur 
sach vear took place in such a concentrated and 
visible way, there would be an international outcry. 
But maternal! deaths take place a few at a time, in 

¢ countries, among poor women, and often in 
small villayes. These deaths do not make headlines, 
they just leave behind motherless children, 
bereaved families, and health workers frustrated by 
their inability to prevent such deaths from happen- 
ing again and again. 


The magnitude of maternal mortality 


At the Interregional Meeting, numerous par 
ticipants presented information trom their studics 


of maternal deaths, defined as deaths among 
women who are or have been pregnant during the 
previous 42 days. Maternal mortality rates (MMRs) 
at the national or local level are shown in Table 1. 

Overall, Table 1 makes the point that maternal 
mortality in developing countries is auite high. 
With the exception of Cuba, Portugal and China 
(Shanghai), all the studies found MMRs above 50, 
and rates over oo are not uncommon. This means 
that, each time they become pregnant, women in rural 
Bangladesh, for example, face a risk of dying that 
is at least 55 times higher than that faced by women 
in Portugal and 400 times higher than women in 
Scandinavia. Pou ee -. 

An obvious feature of this table is that national 
studies of maternal mortality in developing coun- 
tries are rare. Few such countries have records of 
all births and deaths, and special studies of 2 whole 
country are difficult and expensive. On the other 
hand, special studies at the local level provide a 
great deal of important information. In some cases, 


Based on the report of the Interregional Meeting on the 
Prevention of Maternal Momality, November 1985, prepared by 
the Chief Rapponeur, Ms Deborah Maine, Senor Saft Asser 
ciate, Center for Population and Family Health, Faculty of 
Medicine of Columbia University, New York, NY, USA. A 
limited number of copies of the full repon and of the papers 
presented are available to protesssonaily interested persens, 
please write 10 the Division of Family Health, World Ilealth 
(Organization, 1211 Geneva 27, Switecriand. 
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Table 1. Maternal morcality rates*: results of studies 
presented at the meeting 


ee 
Ganunenticountry Maternal morality rare lacanen 


national —|ncal 
ee 
AFRICA 
Egypt 190 - northern Egype: 
- 24 sy JOO" - southern F.gype 
Frhiwpra 166 Addis Ababa 
Lawed Republic ot 
Tanzania $70 tour reyions 
ASIA 
Banyladesh 166 rural arca 
833 rural arca 
China 13 urban Shanyhai 
22 rural Shanghai 
India $45 urban Anantapur 
874 ’ rural Anantapur 
Indonesia ; 718 *- Bali 
Malavsia : BAGS Selangor Srate 
Turkey 119 two rural areas 
FUROPE 
Portuyral 16 national 
LATIN AMERICA 
Colombia 110 Cali 
Cuba 31 national 
Jamia 106 national 
Peru 73 Callao Provinee 


a 
.* Marernal deaths per 100 000 live births. 


these studies supply the only data available on 
maternal deaths in a country, other than official 
estimates (which are notoriously low). 

As Table 1 shows, there is considerable variation 
in reported maternal mortality rates. While some of 
this variation may be duc to differences in study 
design, in yeneral the patterns are those that one 
might expect. Countries with very high crude mor- 
tality rates (such as Bangladesh, Ethiopia and India) 
have higher MMRs than do those with lower crude 
mortality rates. (e.g., China, Colombia. Cuba, 
Malaysia, Portugal and Turkey). Furthermore, 
within-country differences conform to other mor. 
tality patterns. For example, MMRs in China and 
India were shown to be lower in urban arcas, where 
health services are more accessible, than in rural 

arcas. Similarly, the MMR reported for a northern 
" fegion of Egypt is lower than that for a revion in 
the southern, less developed part of the country. 

A hospital MMR is the number of maternal 
deaths taking place in the hospital divided by the 
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number of live births taking place in the : 
institution during the same period of time. ‘ 
rates are not good indicators of the general ris 
maternal death in developing countries. One 
son is that most births do not take place in 
pitals. On the other hand, because women 
experience serious complications during deli 
are more likely to try to reach a hospital, hos 
MMRs are sometimes much higher than the ra 
the population at large. rma, 2 

Nevertheless, there is valuable information t 
gained from hospital studies. First of all, as 
scribed below, they are 2 major source of info 
tion on medical causes of death. Secondly, thes 
us something about the functioning of the mec 
system as a whole. For example, among the hos: 
MMRs reported at the meeting were the follow 
Nepal, 398 per 100 000 live births; Nigeria, 1 
Pakistan, 170; Sudan, 305; and Vietnam, 576 
each of these studies, for every thousand wo 
who delivered a live baby in hospital, at least 
woman died, and in Nigeria the ratio was n 
than one for every 100. These rates tell us 
something is wrong, because most women cai 
saved with prompt and adequate medical care 

As distressing as the rates in Table 1 are, s 
of them are probably still underestimates. 
perience in both developed and developing cc 
tries has shown that maternal deaths are virtu 
always underreported. 

In industrialized countries, almost all de 
come to the attention of medical and civil auth 
ties. Even so, there is considerable underrepor 
of maternal deaths because the death certificate. 
not mention the fact that the woman had rece 
been pregnant. A recent study in the state of W 
ington, in the USA, found that maternal de 
were underreported by 100%. 

Several of the studies presented at the mee 
demonstrated the inadequacy of official statis 
In Jamaica, the official MMR was 48 per 100 
live births, bur a national study uncovered a rat 
102. In Eyypr, two separate studies found mate 
mortality rates of at least double the official rat 
90. Investigators in Colombia, India, Jamaica 
Sudan all discovered substantial underrepor 
when death certificates were checked avainst | 
pital records. ‘ 

_ In developing countries, another major rea 
tor underreporting is that many deaths occur | 
side hospital. In a hospital study in Sudan, 
example, the number of cases collected was cert 
ly less than the actual number, as sume Cases \ 
not reported and some women arrived at the | 
patient department either dead or moribund 
were immediately taken back by the relatives. [ 


rom Evypr, India, Indonesia, Malaysia and Turkey 
howed that large proportions of maternal deaths 
ook place either at home or on the way to the 
jospital. These proportions ranged from 24% of 
leaths in Turkey to 82% in rural India. In Bang- 
adesh, hospital staff were aware of only 4% of the 
naternal deaths discovered by researchers. 

In general, the studies presented demonstrated 


hat the larger the number of sources of data em- 


sloyed, the more maternal deaths are discovered. 
n India it was learned that even schoolchildren can 
¢ a valuable source of information on deaths that 
night otherwise be overlooked. - 


[he causes of maternal mortality 


Dr Fathalla,! the meeting’s Chairman, em- 
yhasized in his opening address that the causes of 
naternal deaths are complex. To do this, he de- 
cribed the case of Mrs X: 


Mrs X died in hospital during labour. The at- 
tending physician certified that the death was 
from haemorrhage due to placenta praevia. The 
consulting obstetrician said that the haemor- 
rhage might not have been fatal if Mrs X had not 
been anaemic owing to parasitic infection and 
malnutrition. There was also concern because 
Mrs X had only received 500 ml of whole blood, 
and because she died on the operating table while 
a caesarean section was being performed by a 
physician undergoing specialist training. The 
hospital administrator noted that Mrs X had not 
arrived at the hospital unul four hours after the 
onset of severe bleeding, and that she had had 
several episodes of bleeding during the last 
month for which she did not seek medical atten- 

tion. The sociologist observed that Mrs X was 
39 years old, with seven previous pregnancies 
cand five living children. She had never used 
contraceptives and the last pregnancy was un- 
wanted. In addition, she was poor, illiterate and 
lived in a rural area. 


Why did Mrs X die, and how could her death 
mave been prevented? Dr Fathalla pointed out that 
here were a number of points at which Mrs X 
sould have been helped off the road to death. In 
order to identify these, and to design and imple- 
nent effective programmes, the various kinds of 
auses need to be understood. 


Medical factors 


There is considerable variation in ways of ciassi- 
ying medical causes of death. For example, 2 wom- 


an who bleeds to death when her uterus ruptures 
may be listed as dving from either haemorrhaye or 
ruptured uterus. Nevertheless, the Anal “causes” of 
maternal deaths —those diaynosed and recorded by 
medical personnel—are remarkably 
throughout the developing world. — 
Maternal deaths are usually divided into three 
categories: “direct” obstetric deaths; “indircct” 
obstetric deaths; and -unrelated deaths. Direct 
obstetric deaths are those resulting from complica- 
tions of pregnancy, delivery or their management. 
Indirect obstetric deaths are the result of the ay- 
gravation of some existing condition (such as hep- 
atitis or heart disease) by pregnancy or delivery. 
In developing countries, as the studies presented 
at the meeting confirmed, direct deaths constitute 
§0-98% of all maternal deaths, and haemorrhage, 
infection and toxaemia together make up at least 


consistent 


“half of all maternal deaths in 11 of the 13 countries 


for which this information was provided. In a few 
studies, some other condition was listed as one of 
the three leading causes of death. Most often, this 
other condition was illegal induced aboruon but in 
two cases it was embolism. Ruptured uterus, hepa- 
titis, anaemia and obstructed labour were each cited 
once as one of the three leading causes of maternal 
deaths. 

The major medical causes of maternal deaths in 
developing countries are thus already known, but 
these diagnoses are usually just the last stretch of 
the road to death. 

Health service factors 

The fact that medical causes of death are not the 
whole story.emerged clearly from the meeung’s 
discussions of avoidable maternal deaths. The 
medical records of women who had died had been 
analysed in nine countries in order to idenufy fac- 
tors that contributed to their deaths. The inves- 
tigators found that 63-40% of direct maternal aeaths, 
and 88-98% of all maternal deaths, could probably have 
been avoided with proper bandling. \n a number o1 
cases, the researchers specifically stated thar they 
had evaluated the avoidability of deaths not by 
standards of care under the best of circumstances, 
bur by standards realistic under the circumstances 
prevailing in that country at the time. For example, 
in Turkey, 51% of maternal deaths were judged to 
be avoidable within the existing health system, and 
another 24% avoidable with an improved health 


1 At the time Dr M.F. Fathalla was Dean, School of Med 
cine, Assiut University, Egypt He s now Responsible Officer 
for Research and Development, Special Programme of 
Research, Development and Research Traming m Human 
Repruduction, WHO, Geneva, Switzeriand. 
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system. In most cases, investigators identified more 
than one avoidable factor that contributed to each 
deach, 

Deficient medical treatment of complications was of- 
ten an important factor. Mistaken or inadequate 
action by medical personnel was judged to be a 
contributing factor in berween 11% and 47% of 
cmatemal deaths in the developing countries stud- 
ied. 

lack of essential supplies and trained personnel in 
medical facilities was also mentioned frequently as 
a contributing factor. In United Republic of Tan- 
zania, lack of blood for transfusions, drugs and 
equipment was a factor in more than half of the 
deaths studied. In Jamaica, only 6 of the 18 hospital 
deaths from haemorrhage took place in hospitals 
that had a blood bank. 

! ach of access to maternity services is another crucial 
step on the road to death. The studies in Cuba, 
Egypt, Indonesia, Jamaica, Turkey and United 
Republic of Tanzania demonstrated that maternal 
mortality rates are increased in areas where access 
‘o a hospital is difficult, and where women are 
likely to arrive at the hospiral, if at all, in a scrious 
condition. In Nepal, for example, 32% of women 
who died in the hospital arrived in very poor con- 
dition, and another 17% arrived unconscivus. 

lack of prenatal care was frequently mentioned as 

ontributing factor. For example, in Portugal, 
ve than half of the women who died had not 
‘sceived prenatal care, compared with one-third of 
women in the country as a whole. In Niveria, in all 
Age-parity groups, MMRs were drastically lower 
among women who had had prenatal care than 
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~ . the world. All 250 Passenyre 
board are women in their f 
There are no survivors. T 


among those who had not, although “the risl 
teenage pregnancy and high parity were still 
evident”. Some data, however, indicated that 1 
research is needed on the role of prenatal care. 
example, in Viet Nam “very few adverse e\ 
were found at antenatal visits”. Furthermore 
community-based study of maternal morralit 
Addis Ababa illustrates the point that “anre: 
care and selection of high-risk women are nc 
end in themselves”. All three women in the E 
pian study who died of haemorrhage had 
prenatal care, but had delivered at home. 
shows that women must be convinced of 
benefit of referral and that, above all, services 1 
be accessible. 

Another problem in interpreting data on pt 
tal care is the difficulty of distinguishing the : 
known effects of poverty on maternal health | 
the effects of lack of prenatal care. In Nepal 
example, only 34% of illiterate women had pre: 


care, compared with 91% of women with a co 
education. 


Reproductive factors 


For decades it has been known that ce 
groups of women—very young women, those 
35 ot older, and women who have already b 
four or more children—are at especially high 
of dving during pregnancy and delivery. Mar 
the studies presented ar the meetiny coniirmed 

Maternal age. Data showing» higher M. 
aMONE women ated 3§ or older were presenter 
eight developing countries. In six of the st 


nat provided the daca to make tnis comparison, 
yomen aged 35-39 were from 85% to 361% more 
kely to die from a given pregnancy than women 
ged 20-24 (relative risks, 1.83-5.61). One study, 
ease/control study in United Republic of Tan- 
ania, did nor show this expected relationship. 

The same studies that showed an excess of deaths 
mong older women showed an excess among 
yormen younger than 20, with the exception of 
“uba. Increased risks of death were especially pro- 
ijounced in Ethiopia, Indonesia and Portugal. 
Again, the Tanzsnian study did not show any dif- 
erences by age between women who died and 
hose who did not. 

Parity. Although information on parity is more 
fimcult to obtain than information on age, several 
studies also confirmed the increased risk of death 
sssociated with having many children. In Jamaica, 
compared with women having their second child, 
those having their fifth through ninth births were 
43% more likely to die. In Portugal, women having 
heir fifth birth were three times as likely to: die as 
women having their second, while women having 
their sixth or later birth were at even greater risk. 

The importance of these data is that the practice 
of family planning could prevent a great many 
deaths of women of unfavourable age or parity. 

Unwanted preenancy. Of course, given the high 
overall rates of maternal death in poor countries, 
the impact of family planning would be important 
if unwanted pregnancies were averted at any age Or 
parity. This point is vividly illustrated by data from 
the governorate of Menoufa in Egypt and the 
island of Bali in Indonesia. When simular studies 
were done in both places, a striking difference was 
found in maternal mortality. rates. In Bali there 
were 718 deaths per 100 000 live births, compared 
with 190 in Menoufa: 278% higher. However, 
when the risk of childbearing was expressed in 
another way—as maternal deaths per 100 000 mar- 
ried women aged 15-49—the difference was greatly 
teduced. In Bali, there were 69 deaths per 100 000 
women, compared with 45 in Mecnoufia: an excess 
of only 53%. The reason for this seeming paradox 
is that fertility rates are much lower in Bali than in 
Menoufa, largely owing to the use of family plan- 
ning. - 
Illegal induced abortion is 2 major killer of 
Women, as the s preserited at the mecting 
amply demonstrated. It was responsible for 17-50% 
of maternal deaths, the median being 15%. As high 
as these percentages are, many of them are under- 
estimates because women who have illegal abor- 
tions are reluctant to seek formal medical help. In 
Ethiopia, for example, four of the six women who 
died on the way to hospital had had an illegal 


induced abortion. Reluctance or inability to get 
medical care results in a sclective underreporting of 
abortion deaths. In India, 11% of hospital deaths 
were due to abortion, compared with 17% of 
deaths at home in rural! areas. Clearly, since induced 
abortions occur in cases of unwanted pregnancy, 
family planning could substantially reduce the 
number of dearhs from this cause. _ 

Finally, unwanted pregnancy contributes to ma- 
ternal deaths in wavs which are nor vet understood. 
The lthiopian study found that women who had 
an unwanted pregnancy were less likcly than other 
women to seck prenatal care. In addition, two 
deaths of pregnant women by poisoning were at- 
tributed to unwanted pregnancy. 


Socioeconomic factors 


Socioeconomic factors undoubtedly play a large 
role in maternal deaths, but how and why are sull 
obscure. What is known is that poverty is clearly 
a high-risk factor. It is also known that poor 
women are less likely to have formal education than 
wealthy women, and are less likely to be in good 
health and to seek (or receive) medical care. Which 
of these factors are causes and which are effects, and 
how can this vicious circle be broken? Much more 
research needs to be done to answer these ques- 
ons. | ; 

The kinds of ‘questions raised above are also 
relevant to health problems such as infant mortal- 
ity. But another (and even less well studied) aspect 
of socioeconomic status has special importance in 
maternal deaths, and that is the status of women. 
As papers presented by the Egyptian and Nigerian 


_ participants emphasized, “in almost all societies in 


the past, and in many societies in the present, 
women are a socially disadvantaged group - - - The 
status of women affects their nutrition, reproduc- 
tive behaviour, utilization of health care services 
and vulnerability to harmful traditional practices”. 
The ramifications of the status of women are su 
far-reaching that it may be that “nothing will really 
change in so far as maternal mortality is concerned 
until attitudes towards women change and people 
are sufficiently motivated to improve their living 


conditions”. 


Action to prevent maternal deaths 


The papers presented and the plenary sessions 
strongly indicated that 2 major new initiative to 
prevent maternal deaths should be mounted—and 
was in fact overdue. Furthermore, there was agree- 
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mene that much could be accomplished. The re- 
maining question, then, was how best’ to begin. 
Recommendations for action ac a number of levels 
—policy, programme, training and research—had 
teen prepared during two intensive days of work- 
ing group sessions, and were discussed ia the plenary 
session. 


Policy initiatives 
In order for there to be a concerted and effective 
effort to reduce maternal deaths in developing 


countries, maternal mortalitv_ must be given high 
prionty. As witn all arcas of action, initiatives need 


“to be taken at a number of levels—starting at the 
global level, with WHO helping to set policy and 


coordinate actions and resources. 
It was strongly recommended that the Member 


States of \WHO should designate maternal mortal- | 


ity as one of the global indicators of “health for all 
by the year 2000”. Furthermore, \X’H 


elevated risk of death faced by women in high-risk 
groups if they become pregnant. oa 

. While WHO can lead the global effort to reduce 
maternal deaths, the effectiveness of this effort 
depends mostly on national governments. To be- 
gin with, governments must make maternal mor- 
tality a priority public health issue, and should 
Teview tere policies and programmes with an eye 
to preventing maternal deaths. Policy reviews 
should cover such issues.as removing obstacles to 


family planning,-e.g., taxes on and other barriers to 


using or importing contraceptives. 
Professional societies too have a role to play. In 
order to lower maternal mortality in poor coun- 
tries, services must be spread more widely and in- 
novative programmes must be tried and assessed. 
This will not be possible without the strong leader- 
ship of professional societies such as medical asso- 
Clations, both internationally and nationally. 


Programme initiatives 

It is clear from the persistence of high rates of 
maternal mortality and morbidity that current pro- 
frammes are not adequate. Provress will require 
bold and determined new thinking and effort. Pro- 
grammes should rest on the axiom that all ser rices 
should be provided at the most Peripheral level of 
the health care system consistent with efficacy. 

The design of services should be guided by what 
has been learned from studies such as those present- 
ed at the meeting. For example, in many countries 
most deliveries and many maternal deaths take 
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O should heip 


draw the attention of Member Srates to the greatly 


place ourside hospirals. Furthermore, a $izea 
proportion of serious complications cannot 
predicted beforehand. Theretore, while effc 
must be made to uperade hosnital_ care and to re 
high-risk womeras carly as pOssibig, services ni g, Services ni 
wat designed to reduce the distance berwt 
pregnant women and the cate they require. 
—wviniety of approaches are possiole. Won 
who are likely to have complications can be sent 
maternity waiting homes. These are facilities wh 
Pregnant women can come in the last week 
pregnancy, stay while they await delivery, and hi 
either a supervised normal delivery or pron 
transfer to a medical facility if complications ari 
Experience with waiting homes in Colomt 
Chile, Cuba, Uganda and Malawi has shown ¢l 
they can be successful and need not be expensi' 
as the community can provide much of the labc 
and supplies. tras eH 
However, in the large proportion of cases 
which complications cannot be’ predicted, mc 
effective means of treating complications must 
made available at the frst referral level, includi 
the establishment of more basic obstetric faciligj 
These need not be new facilities. Health cent 
could be upgraded ‘to provide essential mater 
health services: vacuum extraction deliveri 
blood transfusions, simple general and/or lo 
anaesthtsidyeréSarean section; suction curettage | 
eee plied Seer eae oa : oa 
imcomplete abortion; insertion of intrauterine « 
Vices; dfid tubal ligation and vasectomy. 
"Promising approaches were suggested for ea 
of the major causes of death. 
(Hemorrhage. Postpartum haemorrhage is d 
ficult to predict and there is often little time 
Opportunity to transport the woman to a hospi 
for blood transfusion. Therefore, any trained p 
son who is considered capable of doing a delive 
should be trained to handle this life-threateni 
complication’ through the Use Of oxytocie dru 
which contract the uterus and its blood vessel 
manual removal of the placenta, and then ; 


6S re oe ee a Fe - 5 — 
Ministration” of broad-spectrum antibiOUce 
addition, the use o plasma Scpanees ar bal 


centres that cannot provide transfusions should 
explored. 

Antepartum haemorrhage can be predicted wh 
there is third-trimester bleeding with placenta pr: 
via. In these cases, early referral to a facility wh 
blood transfusion and caesarean section are av: 
able is cruchitHowever, in Many cases anteparn 
hacmorrhave cannot be Predicted. Theretore, the 
is an urgent need to shorten the distance betwe 
the place of delivery anda facility where emeryer 


care can be provided. In addition to upyradi 
peripheral health facilities, attention must be p: 
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the key role of transportation. An effort should ~~ Anaemia. Depending on thé cause of anaemn in 
)made to make all kinds of government vehicles’ 2 particular region, iron and folate supplemenss 
ailable in emergencies, rather than relying-on malaria prophylaxis and/or treatment, and treat. 
arce (or non-existent) health department vehicles: © ment of hookworm disease and schistosomiasis 
one. : nee “©. should be provided to pregnant women at the 
infection. Deaths from infection can be greatly primary care level. ’ 

duced (as they have been in China) through clean- Tetanus. In addition to being a major killer of 
less during delivery. Providing traditional birth newborns, tetanus is a common cause of maternal 
tendants (TBAs) with delivery. kits isone way to. deaths .in’ some areas (Bangladesh, ’-India,. In- 
couraye asepsis. Adding antibiotics to these kits, donesia). The administration of tetanus toxoid ro 
f use in cascs of prolonged labour or premature all women, especially pregnant women, should be 
pture of the membranes, could prevent many - a high priority. - 

aternal deaths in arcas where physicians are... 


arce. =A: a ! : 

ed a _° °° Training initiativ : 
Toxaemia. Only good prenatal and medical ‘care & eras cos 
A prevent the majority of deaths from this cause. To implement programmes successfully, train- 


owever, sedatives for treatment of: severe tox-  .ing is crucial. Some ot the needs for training are the 
mia should be made availaBfeat the primary care “following. __ .-" SAEsT e 
el. pe ar Se _- ‘Draditional birth attendants. TBAs are often the 
Unwanted pregnancy. As the studies presented at. first"(if not the only) health care ‘workers -with 
€ meeting showed, unwanted pregnancy‘contri-- :.whom pregnant women in poor ‘countries: have 
ites to maternal mortality in a number of ways” contact. Therefore, it is essential that they, be made 
e.g., in the number of births to women in high- as effective as possible through training, super- 
sk groups and the number of pregnancies per vision and support. 
oman. The most dramatic way in which unwant- A major role of TBAs should be reterral—as- 
| pregnancies contribute to maternal deaths is suming, of course, that there are health care facilities 
rough illegal induced abortion. Because these to which women can be reterred. Topics suggested 
egnancies are, by definition, unwanted, this is an for TBA training in referral include: recognition of 
ea in which primary prevention holds great pro- risk factors (c.g., age, parity, poor obstetric history, 
ise. bleeding during pregnancy); detection of anaemia: 
Family planning is the first line of defence recognition of infection, prolonged labour and ex- 
inst illegal abortion, and education about avoid- cessive blood loss; and referral to a source of legal 
g unwanted pregnancies should ‘be provided in abortion. na 
hools, at all levels of the health care system, and TBas should also be given the training and 
Tring all contacts~with pregnant and recently de- supplies to prevent or treat complicauons when- 
feted women. Special attention should be paid to ever possible. Preventive measures include use of 
unselling women who are being treated for com- antiseptic techniques in delivery, administration ot 
ications of abortion, in order to help them avoid drugs to reduce anaemia, and provision of con- 
peated unwanted pregnancies and abortions. Fur- traceptives. Treatment skills could include first aid_ 
ermore, whatever the accepted indications for for treatment of haemortiMIQe (application of pres- 
gal abortion in a country (and there are usually sure, elevation of limbs, use ot oxytocic drugs) an 
me), this service should be made widely avail- Sate removal of retained placenta, era 
le, rather than being available only to wealthy ~~ Freaith centres. If health centres are to full their 
omen in urban areas. potential in preventing maternal deaths, ae 
Obstructed labour. While there are certain groups _ personnel need the training and supplies i , 
> women who are at especially high risk of ob- effective. Suggested creas tor frei sa 
ructed labour (e.g., women of small stature, recognition ot blood pressure a eter be 
omen having their first birth, and women having anaemia, use of antibioncs, vrei . Sand 
cir sixth or later birth), in many cases this com- _ plernents, oxyrocic drugs and p he pte “ 
ication is not predictable. So, again, access to and repair of lacerations. In eer whos aaaeik 
Mergency services is essential. In the case ot ob- physician available to pertorm ite g 


li the feasibility of teaching trained _mid- 
our, much could be accomplished by — sections, vy of teaching 
Berne TBA : wives to do this operation should be exviored. 


lucating TBAs to be prompt in sending women . Optio AS able 
O are NOt Makiny satistactory progress In jabour Reperral hospita : = a coal se 

pa facility where they can yet meuical care, SUCD deaths demonstrated, nosp Ps rmacemareia 

reiesarcia section. tional training in treatment of se : 
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uions. For example, it was suggested that special 
teams of health care personnel be established for 
coping with haemorrhage and eclampsia. Personnel 
in these facilines need to have banked blood avail- 
able, and to be able to manage such catastrophic 
events as uterine rupture. 


Research initiatives 

Three broad types of research were discussed: 
research on appropriate technology for preventing 
maternal deaths; health svstems research on inno- 
Vative programmes; and epidemiological research 
on the incidence and causes of maternal deaths. 

Appropriate technology research. A wide variety of 
appropriate technology issues were suggested for 
tuture research. These included such important 
topics as: simpic, inexpensive methods for detect- 
ing and measuring anaemia; durable tubing for 
Vacuum extractors, appropmiate plasma cxpanders 
tor use at health centres; and the content of delivery 
kits for TBAs Sra, Se 
_ Fteaito services research. Evaluating service deliv- 
ety systems, especially innovative ones, is crucial if 
scarce resources are to be used effectively. Promis- 
ing topics for health services research include: 
appropnate therapy for anaemia, suck as new iron 
Preparauons; tne use of prophylactic antibiotics in 
cases ot prolonged labour; the role of maternity 
villages; and the delegation of basic obstetric func- 
uons such as Gesarcan section and suction curet- 
tage to a more peripheral level. 
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A tradiuonal birth atte 
examines a mother-to-be. 
matter how good the care 2 
mary health ievel, a c¢ 
proportion of women wi 
of untoresceable complic 
during delivery if the health 
tre or hospital is too far aw 


Epidemiological research. Both for shaping p 
and for designing programmes, it is important 
more research be done on maternal mortality 
morbidity rates, and on their causes. It was ret 
mended thar all Member States of WHO shoul 
later than 1995, be able to provide reliable estir 
of their MMRs. Also by 19953, Member S 
should have begun research on the under! 
causes of maternal deaths. 

Four types of information on maternal mor 
should be sought. First is the absolute numb 
deaths. As the studies presented at the me 
showed, obtaining this information is not 
Nevertheless, even . incomplete counts 
sometimes be useful. for policy purposes— 
when a small developing ¢ountry is found to 
more maternal deaths a year than a very 
developed country. 

Secondly, countries should collect inform 
on the rate of maternal mortality. As was st 
above, hospital studies are not a ood metho. 
determining MMRs in developing countries. 

The third type of information countries st 
gather is data on the characteristics of women 
die. These are especially valuable when comy 
with information on women who do not die. 
control studies are a relatively inexpensive w 
accomplish this. 

Lastly, data are needed on the causes of mat 
deaths: clinical, health Services, reproductive 
socioeconomic factors. Priority should be giv 
research on the risk factors thar have the gr 


Table 2. The suitability of data sources and methods for obtaining selected information on marernal 
(Key: 1 best, 2=satisfactory, }= poor, 4=not appropriate, UNK #unknown) 


mortal rry 
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Dara sourceimethod 


Information sought 


a 


No. of 
deaths 


rr 


Vitel statistics 

Routinely classined maternal deatns : 

Birth death record linkage 1 
1 


Investivate all deaths of women aged 14-49 ~ 
Hiosputal records 
Maternal deaths in obstetricssevnaccolouy service 2 
Maternal deaths in all services 2 
Case-control studies 4 
Obstetrician/pynaccologist peer review 3 
Hlealth worker interviews 
Obsterricians/pynaecologists } 
All health workers (MCH/family planning) 3 
Community studies 
Identify/investigate deaths of women aged 15-49 2 
Prospective monitoring of pregnant women up to 

6 weeks after end of pregnancy 1 
Household survey 2 
Discussions with groups of knowledgeable/ 

local people _ UNK 
Case-control studies 4 
Confidential inquiries 
Vital statistics 3 
Multiple data sources 1 
Indirect demographic methods UNK 


Maternal Characterrstics Medtal Or her uses 
morraiity ot the Geceased = auses (weral, etc.) 
rates ' women 
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televance for improving the provision and use of 
health services. 

The participants considered that it would be 
useful for WHO to draw up a document describing 
esearch methods that can provide these kinds of 
data, and the circumstances under which each 
method is most and least useful (see Table 2). If 
necessary, new, low-cost methods for doing re- 
search on maternal health should be developed. 
WHO should also consider providing training 
courses on study design. 

Finally, it was recommended that countries 
should begin collecting data on maternal morbid- 
ity. Most countries have no idea of the magnitude 
of this probicm, although it can be assumed to be 
large. For example, a study in India found that for 
¢acn woman who diced a maternal death, tnere were 
18 who survived with severe (and sometimes per- 


manent) complications. An effort should be made 
to take advantage of existing opportunities to 
gather morbidity data, c.g., during contracepuve 
prevalence surveys. 


In her closing address, Dr Angele Petros- 
Barvazian, Director of WHO's Division of Family 
Health. said that the meeting should be seen as “the 
end of the beginning”. The actions recommended 
would now have to be carried out by WHO in its 
broadest sense —not just headquarters but the re- 
gional offices, Member States, and professional and 
nonvevernmental organizations. Only with com- 
mitment on the part of all involved could women 
be helped off the road to maternal death. 
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